Physical signs, apart from slight inflammation of the throat and enlargement of the neck glands, were localized to the right side of the chest. These signs, though gross, were inconstant, and were caused by the presence of blood in the bronchi, with temporary local collapse of one part and then another.
Progress.-The child had hbmoptysis on five more occasions during the next two days, and felt more weak.
The physical signs became modified in the following way: the right side of the chest became almost immobile, the heart was pulled over to the right, and the left side of the chest over-acted. It was not possible to locate disease in the right lung with any certainty.
Hoemoptysis continued from once to three times a day, and considerably alarmed the patient. Normal except for slight limitation of movement on the right side of the chest, and slight impairment of note in the region of the right lung-root behind. At no time could tubercle bacilli be found; there was no sputum, but the stools were examined by direct and separation methods by Dr. E. O'Flynn.
Discussion.-DR. BERNARD SCHLESINGER said that true hbemoptysis in children was rare, and therefore such bleeding always suggested the possibility of the naso-pharynx as its seat. In the present case, however, it seemed to be genuine hemoptysis. The skiagram showed some peribronchial shadowing at the right base (see fig.) and he suggested that this case might be bronchiectasis to which acute broncho-pneumonia had been superadded. Perhaps when the child was fit again Dr. Winnicott would carry out a lipiodol examination. HEemoptysis was occasionally a feature in bronchiectasis in adults, but not usually in children.
Dr. WINNICOTT (in reply) said that a lipiodol examination would possibly be made later on. The patient coughed only in relation to the bringing up of blood. Clinically he would like to say it was a case of ordinary epidemic influenza, but he was unable to explain the pathology of the case if that were so. V. L., aged 7 years and 4 months. No family history of bleeding or purpura. Patient has suffered from repeated epistaxis, extensive bruising, and frequent purpuric lesions since she was 3 years old. In June, 1929, a severe hoemorrhage followed the extraction of three teeth and she w&ts admitted to hospital for one week. An extensive purpuric rash was present, the tonsils and tonsillar glands were enlarged, and the platelet count was 203,000 per c.mm. at this time. The spleen was not enlarged. Occasional epistaxis occurred until November, 1930, when the left ear began to discharge and the urine became smoky. Repeated crops of purpuric lesions appeared. The hbmaturia and aural discharge persisted and the patient was readmitted to hospital, 6.1.31. Blood transfusion, 12.1.31. Removal of tonsils, 19.1.31, followed by considerable habmorrhage. Second blood transfusion, 21.1.31. A submental abscess developed one week later; this was opened uneventfully, the pus growing streptococcus in pure culture. The aural discharge continued and the hematuria was very marked until 10.3.31, when the urine cleared completely. March 16, 1931 . Cortical mastoid operation was performed by Mr. Chubb. The mastoid cortex and cells were found filled with pus and polypoid granulation tissue; the dura was exposed and showed early involvement. The cavity was packed, there being little bleeding. The following day the urine was again smoky and on March 18 it was port-wine colour. PLATELET I wish to emphasize one point, and that is the close association between the infection and the bleeding. The aural discharge and hematuria started simultaneously in November, 1930. At the time of the mastoid operation the urine was again clear, and within 48 hours of stirring up the infection, gross hematuria had recurred. The platelets have been markedly reduced during the period of hmematuria. The first count, 203,000, is relatively high, possibly because of the severe haemorrhage which had occurred just before. I do not think we can definitely say that the infection is the cause of the purpura, which I suggest is comparable to a diabetic condition, occurring in a mild or latent form, and lighted up by infections. Since the patient has had this haematuria there have been no purpuric lesions at all. The crop on the left arm was produced just before the meeting by means of a tourniquet.
Discu88ion.-Dr. TALLERMAN asked what was the red-cell count. The fact that a blood transfusion was carried out on January 12 presumably meant that the patient had marked anemia, and in view of that fact, and particularly because of the falling platelet count, he asked whether splenectomy had been contemplated.
Dr. ELLIS replied that the halmogiobin was 81%, and the red cells were 4,600,000, when the patient was first seen in July, 1929. On February 11, 1931, the haemoglobin was 58%, the red cells 3,570,000. A count on the day before the meeting gave 3,590,000 red cells. Removal of the spleen had not been considered, because of the obvious infection. It might have been considered when the child was first seen in 1929.
Dr. BERNARD MYERS said that purpura with thrombocytopenia might be primary or secondary. Even if all the tests for the essential type (so-called) were positive, every source of infection should be negatived before splenectomy could be advised. He believed that the cause of the essential type was not only the peculiar permeability of the capillaries, or a certain number of them, but also the presence of a substance (? toxin) at present unknown, in the spleen. Therefore, it this conception was correct, splenectomy should be accompanied by extirpation of accessory spleens also, when these were present.
Dr. OGILVIE said it was interesting to see how a platelet count, originally normal, steadily fell in association with an affection which might or might not not have something to do with it. He had seen familial purpura-what the Americans called " thrombasthenic purpura." There was often an excess of platelets, and in a few cases the platelets disappeared. If the spleen was removed when the platelet count was falling, the count continued to fall. This suggested that the high platelet count represented an effort on the part of the marrow to keep the platelet number up. Just as in hsemolytic jaundice, the effort to keep up the red cells might fail, and then occurred a crisis. More often these cases were familial; the condition passed through males and females, and passed over equal numbers.
Dr. STOLKIND said that he strongly advised the use of diathermy for removing tonsils in these cases, as that method caused less bleeding than the knife. Also, before resorting to splenectomy he would try the effect of X-rays on the spleen.
Dr. ELLIS (in reply) said it seemed reasonable to call this case one of thrombocytopenic purpura as it had a low platelet count, and had had repeated crops of purpuric lesions, and the bleeding-time was prolonged. He had raised the question whether it was an essential case or not.
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